The purpose of this discussion is to review the use of destinations other than the hospital emergency department, to transport patients injured as a result of a masscasualty incident (MCI). A MCI has the ability to overwhelm traditional hospital resources normally thought of as appropriate destinations for the transport of injured patients. As a result, those with less severe injuries often are required to wait before they can receive definitive treatment. This waiting period, either at the scene of the incident or in the emergency department, can increase morbidity and drain resources that can be better directed toward the transport and care of those more severely injured. Potential alternate transport destinations include physician office buildings, ambulatory care centers, ambulatory surgery centers, and urgent care centers. By allowing for transport to alternate locations, these less severely injured patients can be removed rapidly from the scene, treated, and potentially released. This effort can decrease the strain on traditional resources within the system, better allowing these resources to treat more seriously injured patients. 
serve as potential points of entry into the system. Many states specify, within regulatory code, which destinations can receive acutely injured or ill patients. One of several different state governmental organizations has potential jurisdiction over these matters. Once those state agencies with jurisdiction and other potential governmental stakeholders are identified, the efforts to adjust disaster response legislation can begin. The first priority in adjusting legislation must focus on whether or not alternate destinations will be used during all operations or only during jurisdictionally declared disasters. Second, minimum requirements for facilities that may be allowed to receive transports during a disaster situation also must be defined. Once these determinations are made, state code can be adjusted accordingly.
After adjustment of legislation, governmental agencies that have control over disaster responses must define the scope of a disaster that warrants the activation alternate facilities to receive patients directly from the disaster scene. Many states have included acceptable prehospital transport destinations within the state laws that govern the operations of emergency medical services (EMS). If the scope of a disaster that necessitates transport to alternate destinations also is defined within the same legislation, the onus of interpreting the previously established legislation potentially can be removed from personnel on the incident scene. Prior to a disaster, efforts to define the capabilities of all hospitals within the jurisdiction must be made. A base knowledge of the resources available within the jurisdiction can assist on-scene incident commanders in determining the distribution of patients across a health system. Since the capabilities and capacity of a hospital can vary on a minuteby-minute basis, real-time communication with the receiving emergency department also is crucial. Many areas have radio systems that allow for simultaneous communication with all traditional points of entry to determine real-time capabilities. Once this determination is made, a comparison can be made by on-scene commanders to determine if available resources in the traditional system are adequate to meet the needs created by the disaster. If not, the incident commander would have the ability to activate alternate healthcare facilities to serve as points of entry.
The governmental bodies responsible for EMS and disaster responses can begin to develop triage guidelines to assist providers at an incident scene. A simple algorithm that can be applied in the transport sector of a scene must be developed. Previous efforts to establish guidelines that focus on triage of patients to alternate facilities have centered on triaging patients once they have arrived to the traditional point of entry. However, this method occupies providers who are already busy, and increases the number of patients who must be watched while in the emergency department. Even if this particular patient population did not receive care at the emergency department, a large space would be occupied within the facility by people who must be monitored and who are not capable of assisting ED staff in the management of more severely injured or ill casualties. Several different triage protocol options have been developed. Systems within Michigan have suggested that all patients classified as "walking wounded" be transferred to pre-existing hospital patients and MCI victims requiring inpatient care, and outpatient surge capacity, which implies the ability to care for a large number of ambulatory victims or "walking wounded". Efforts to increase inpatient surge capacity have focused on creating additional space in the hospital by reverse triage, 6 using non-patient care areas within the hospital for patient care, and cancelling all outpatient and elective procedures. These efforts are designed to overcome the limitations of a finite capacity healthcare system.
Although escalating inpatient surge capacity can increase the amount of resources available to treat a sudden influx of patients, efforts directed at increasing outpatient surge capacity can increase the productivity of system-wide surge capacity efforts. Triage of patients and resources has become an important component of all facets of emergency care. Although triage normally is associated with direct patient care, the concept also can be applied to determining patient transport destinations during an emergency. These efforts, although important in all emergency care operations, are especially crucial during a MCI. Historically, during disasters, a large proportion of casualties self-present to hospitals closest to the disaster scene. 7, 8 This fact increases the challenge to workers on the disaster scene in determining which facilities receive ambulance patients. By transporting patients with less severe injuries to alternate destinations within the healthcare system, a portion of the surge can be diverted from the traditional emergency care points of entry. 9, 10 Although the literature has multiple descriptions of the need to triage to alternate facilities, there is minimal description of the requirements of an alternate facility to prepare for a MCI. 11 What has been discussed has focused on casualties during a chemical release.
In the November-December 2006 issue of Prehospital and Disaster Medicine, Leiba et al presented the concept of the "Mild Casualties Center". 12 Of the two drills carried out to test the concept, only 10 of 400 simulated patients required transfer to one of the nearby hospitals. The authors discussed several problems that occurred, with this set-up in their manuscript. The primary focus of the discussion was on suboptimal documentation of patient care in the "Mild Casualties Center".
Alternate Facilities
Alternate healthcare facilities include any facility that is staffed with healthcare providers, equipment to provide essential diagnostic services to patients, and equipment needed to treat less severe illnesses and injuries. 11 Essential diagnostic services include both laboratory and radiology capabilities such as computer axial tomography (CAT) scanners, radiology equipment, and ultrasound equipment. Such facilities include independent physician's offices, ambulatory care centers, ambulatory surgery centers, and nursing homes. The choice of alternate facilities for inclusion also should be based, in part, on the proximity to the primary receiving hospitals. Although these facilities historically have not received acutely ill or injured patients by ambulance, the selected facilities usually will have the capabilities to reach the appropriate level of care.
The first step in the provision of transport is to establish the legislative backing to allow for alternate facilities to Use of Alternate Healthcare Facilities
Facility Requirements
Stockpiles of medical supplies needed to provide essential diagnostic and treatment services to disaster victims also must be present. Typical supplies kept on hand may be depleted quickly during a MCI. The challenge for these facilities lies in investing in additional supplies that may expire prior to their use. Several measures can be implemented to overcome this challenge. First, additional supply stock kept immediately onhand must consist primarily of non-perishable materials. Second, these facilities must be included in system-wide plans to receive pre-positioned push-packages of disaster medical supplies. By allowing these facilities to receive pre-positioned push packages, the onus for keeping up with stock is placed on the system as a whole. Thus, the expense of acquiring additional medical stock and the expense of the man-hours required to keep up with the stock does not have to be covered only by the alternate facility. Additional options for managing perishable materials include developing a rotating stock scheme with larger facilities within the same health system. As materials stored at the alternate facility near their expiration dates, the materials can be rotated back to the larger facility where they are more likely to be used before they expire. 15 Additional considerations, when preparing MOUs for selected facilities, involve sustaining non-medical operations. Alternate facilities that normally operate in the ambulatory care setting usually are not equipped to hold a patient for a long period of time. The major concern for sustaining nonmedical operations must focus on nourishment of both staff and patients. Vending machines and small cafeterias will be overwhelmed quickly when double or triple the number of patients normally seen in the facility during a single day may present within one hour. Items that either are non-perishable or have long shelf lives must be stocked and readily be available for deployment within the facility. Cases of bottled water and nutrition bars easily can be stored within a facility for eventual use. Additionally, shower and laundry facilities also should be available to support the potentially prolonged operational work periods by the staff. Finally, rest areas for staff must be available. Normally not a concern during the operation of an ambulatory care facility, staff members must be able to sleep between operational periods during a disaster response. A stock of fold-up cots with additional sheets and blankets must be available for immediate deployment. Facilities eligible for US Health Resources and Services Administration (HRSA) emergency preparedness funds may be able to use such funds for supplying of an affiliated alternate site. Implementation of these measures can increase the length of time staff members are able to operate.
Facilities must have the human resources to sustain both medical and non-medical operations for the potentially prolonged periods needed to mitigate an emergency. Although initial response within the facility will come from the staff already on hand, reserve staff must be readily available to supplement current efforts and be prepared for staffing the next operational period of the responses. It becomes the responsibility of the alternate point-of-entry to have plans to optimize staffing based on the specifics of the disaster. An office or practice manager usually is in the best position to determine the required staffing. Once the required staffing for the operational period is determined, staff must be orgaalternate healthcare destinations. 13 Regardless of the protocols used, patient selection is crucial to the success of the system. More in-depth triage than that established by the Simple Triage and Rapid Treatment (START) method employed in many areas of the US is important in determining who can be safely transported to alternate healthcare sites. The START triage method establishes a colorcoded scheme based on the acuity of the patient. Greentagged patients are considered the lowest priority. Yellowtagged patients are considered moderate priority. Redtagged patients are considered the highest priority. Blacktagged patients are considered moribund of already expired. For example, some victims with isolated extremity injuries that would be triaged as "green" because the patient was able to ambulate, may require urgent surgical intervention. Other injuries that would be classified as "yellow" because the patient was unable to ambulate, might be treated with resources available outside of the hospital. 14 The decision to transport to an alternate site must be made by the transport officer in the transport sector on the disaster scene. At this point, an individual patient will have undergone a more in-depth assessment to determine severity and extent of illness or injuries. The transport officer can compare the capacity of traditional facilities with the needs of each patient being transported, prior to making a decision. The decision to refer a patient to an alternate facility can be made from an awareness of the ability of each alternate facility to manage certain patient populations, the capacity of traditional hospitals, and the number of patients who still need to be transported to a healthcare facility.
Once the backing has been established to allow for transport to alternate receiving locations, memoranda of understanding (MOU) must be created with the potential facilities. Memoranda of understanding must define the role of the facility within the disaster healthcare system, responsibilities of affiliated hospitals, responsibilities of the facilities, transfer arrangements, and reimbursement arrangements. Alternate healthcare facilities usually are associated with a larger healthcare system. Ideally, support for disaster operations of these alternate facilities should be divided between the jurisdiction and the hospital within the healthcare system that normally is considered the pointof-entry into the healthcare system. This support, including the division of efforts, must be the first MOU defined.
Prior to further planning to integrate an alternate healthcare facility into the disaster system, a decision must be made as to how quickly the facility must be brought on line. A period of one to two hours is reasonable for facilities that are within a major metropolitan area. A different period may need to be established for suburban and rural areas. The major consideration when determining an appropriate time period is the response time of supplemental staff for facility operations. Some potential facilities that normally do not have continuous sustained operations may have essential staff living far from where they work. Another consideration involves the time of day of the incident. It can be considerably easier to ramp up a facility during the day when more staff already is on the premises. of this equipment must be undertaken by the engineers responsible for the facility. The jurisdictions that will transport and the healthcare system as a whole become responsible for upgrading reserve and back-up equipment to support prolonged operations. A MOU can be developed to cover the upgrading of current equipment, installation of new equipment, and continued maintenance of the equipment in place.
The layout of the alternate facility may have to be altered during a disaster situation. One of the important components of maintaining patient throughput in the system is to keep an organized flow of patients through the treatment area. A clearly identifiable patient receiving area must be defined. It is crucial that only one entrance into the facility be available for casualties. Following the historical trend of disaster victims arriving at healthcare facilities using methods other than ambulances, these victims must have a clear place to look for. This receiving area also will be the location through which patients conveyed by ambulance enter the facility. Decontamination equipment also will be kept in this area. Just beyond the receiving area, a triage area must be established and marked clearly. Within this area, staff must be available to escort patients to specifically defined treatment areas. Beyond the treatment areas, two geographically separate holding areas must be created. One holding area is designed for patients undergoing prolonged treatment, followed by discharge home without the need for inpatient acute care. A separate area is designed for patients who will require transfer by ambulance to a traditional point-of-entry into the healthcare system. Specific exit areas to control patient flow are clearly marked in each holding area.
Finally, resources for facility security must be in-place. Although some alternate facilities directly associated with a large healthcare system may have a minimal security presence, many facilities will have no in-house security capacity. Visible presence of security personnel serves to deter potential secondary attacks on the facility, comfort casualties and "worried well" who present for care, and help assure an orderly flow through the system. Uniformed police officers and local security guards most likely will be securing the incident scene and traditional facilities. The use of auxiliary and reserve police officers can provide an inexpensive source of security to the facility. Like the rest of the planning efforts, these decisions must be made prior to the disaster and be part of the MOU designed.
Conclusions
Transport of patients to alternate destinations plays an important role in increasing the surge capacity of an emergency healthcare system. By decanting less severely injured or ill patients from traditional points-of-entry into the healthcare system, time and efforts can be directed towards those seriously ill or injured. Numerous challenges are presented by developing this kind of system. Efforts ranging from adjusting legislation, providing documentation, and building communication networks are required to implement this change in the disaster response system. If this system can be employed successfully, a component of the surge on the healthcare system during a disaster can be lifted. This improvement in surge capacity has potential implications in both disaster and dayto-day operations of the emergency healthcare system. nized into working groups to fulfill the staffing requirements. The manager responsible for determining staffing should expect to operate the facility. Additionally, a callback list must be available to bring needed staff back to the facility if the disaster occurs after the hours of normal operations. If there is not sufficient essential staff in certain areas, options to transfer the personnel from other facilities must be in place. Memoranda of understanding for staffing should be directed primarily toward reimbursement of the facility for the dramatically increased costs of switching to 24-hours/day operations. Depending on the magnitude of the disaster and length of operations, these increased operating costs can be distributed equally between the health system that operates the alternate facility and the state or federal agency that ends up with the ultimate authority to rebuild the affected area.
A centralized patient care documentation system also must be developed for all patients who present to an alternate facility. During day-to-day operations, a number of different systems for patient care documentation may be in place in the different offices of an ambulatory care facility. Documentation is critical for both continuity of care and for reimbursement during billing efforts. Ideally, this centralized system should be implemented by all facilities that will provide care during a disaster response. Tracking of patients and patient records via a barcode system that reports to a secure Internet site allows for information to be available across a wide geographical area. 15 Alternate healthcare facilities also should have regularly tested communications networks to connect the facility to both the hospitals within the system and responders on the disaster scene. This type of radio and phone network usually is not present in facilities that would be considered for alternate transport destinations. Additional challenges include education and training of staff to operate and maintain the equipment and having staff available to immediately answer any telephone or radio call 24 hours/day. Having the radio network staffed around the clock usually is not a feasible option, so other methods of emergency communications also must be explored. One possible method is to have an "administrator of the day" on call for the facility for a 24-hour period. This person must be readily accessible either by phone or pager so that he or she can be notified of a request to activate the facility. Once the activation request is made, it becomes the responsibility of the "administrator of the day" to respond to the facility and activate the callback lists needed to bring essential staff online. Development of the communications network needed to integrate the facility with the rest of the healthcare system is another critical component of the MOU.
Reserve equipment to support the physical plant of a selected facility also must be reviewed. Facilities in close proximity to the precipitating event should be prepared to lose both power and water resources to the facility. 16, 17 Items such as back-up generators and special "power-failure" outlets for critical equipment are not always considered when building a healthcare facility that does not expect to operate 24 hours/day. Even when these items are present, they may not be capable of supporting a facility during continuous operations due to the original design requirements of the equipment. Once a facility has been selected, a thorough inspection
